THE patient was a married woman, aged 57, who was admitted to the skin wards of Middlesex Hospital on September 28. Her family and personal history were unimportant. She had never previously had any skin affection. Before the appearance of the eruption on June 22 she had been dyspeptic and out of sorts for some weeks. On that date an irritable patch appeared on the right cheek and spread over the face. Soon afterwards there was great burning, with redness and swelling of the arms, forearms and hands, and subsequiently of the thighs, legs and feet. These intense inflammatory phenomena had greatly diminished since her admission to hospital, but the cardinal features of her disease persisted. The essential lesions were in great abundance and best seen over the neck and upper parts of the back and chest. They consisted of innumerable papules of both plane and acuminate type, occurring discretely as well as in groups and composite patches of the most variegated patterns. The plane papules were flat, polygonal, shiny, of characteristic colour, and with fine striation and central dells, while the acuminate papules were capped with fairly firmly adherent thick epidermic scales.
The chief changes which had occurred under observation consisted in the detachment of the epidermic caps from the acuminate lesions, and in the increased scaliness of the plane lesions, which had coalesced in many places, thus forming plaques almost as heavily scaled as patches of psoriasis. Over the face there was a quite indeterminate diffuse but patchy erythema with some desquamation. The scalp, which was quite normal on admission to hospital, had become somewhat pityriasic in the previous week. No change in the buccal mucous membrane which could be recognised as lichenoid was present. The arms, forearms, hands, thighs, legs and feet were the seat of diffuse dry dermatitis without any appreciable degree of infiltration. There was very marked desquamation of the soles with fissuring, and a similar condition had been present on the palms. No history of special involvement of the backs of the proximal phalanges of the fingers could be elicited. The desquamation over the limbs generally was fine, but over both legs the epidermis separated in large papery sheets, disclosing a dry surface underneath.
The nails both of hands and feet were unaffected. The patient's general condition was good; the urine was normal, and the Wassermann reaction negative.
The treatment adopted had been permanent rest in bed, salicin in full doses internally and salicylated oil externally.
The case had been brought for diagnosis as different views had been expressed on the subject.' Was it (1) a pityriasis rubra pilaris, or (2) a lichen ruber planus with an unusual predominance of the acuminate follicular papule ? Points in favour of the former-hypothesis, which he had adopted, were: (a) The large number of scale-topped acuminate papules; (b) the severe-involvement of the palms and soles; (c) the absence of lesions on mucous membrane; (d) the papery, thin sheets of desquamation on the legs; (e) the debut of the eruption on the face and its subsequent appearance on the scalp, although to a mild degree; (f) the absence of conglomerate plaques with the typical colour and characteristics of lichen planus. Nevertheless, the presence of a large number of primary lesions indistinguishable clinically from those of lichen planus-and maintaining their distinctive characters throughoutsuggested the' possible coexistence of the two diseases, generally considered as being distinct, but potentially due to a common exciting toxic cause, the precise nature of which was quite unknown.
The exhibitor had seen two examples of a similar association in private in the last two years, the cases being practically identical with that shown. Both occurred in women of middle age, and both ran a favourable course, lasting about six months before perfect recovery ensued.
DISCUSSION.
Dr. J. H. SEQUEIRA said that during.the last three months he had had under his care a case which began in a similar manner. The patient, a'middleaged woman, was sent to him by Dr. Vilvandre. When first seen she had an acute erythematous eruption on the face and hands, which rapidly became general. He took her into hospital for a time, and gradually the erythrodermia subsided and she was now a typical case of lichen planus. e Dr. ADAMSON regarded the case as a typical pityriasis rubra pilaris, typical in all respects except for the absence of follicular papules from the backs of the fingers. The case bore some resemblance to an acute lichen planus, and thus recalled the old controversy as to the relationships of pityriasis rubra pilaris of Devergie and Besnier, lichen ruber acuminatus of Hebra or Kaposi, and lichen planus of Wilson. It had been finally settled towards the end of the last century that pityriasis rubra pilaris and lichen ruber acuminatus were identical affections, distinct from liehen planus; and he felt it would be going back to the old confusion to call this case a combination of pityriasis rubra pilaris and lichen planus. The resemblance of the individual papules of pityriasis pilaris to the flat-topped, shiny papules of lichen planus was only apparent, and there was no histological resemblance. In the speaker's opinion, pityriasis rubra pilaris had more affinity with psoriasis, and he had published several ,cases in which patients had pityriasis rubra pilaris and psoriasis alternating, or in which the two affections occurred in one family. It was interesting to recall that the first recorded example of pityriasis rubra pilaris was a case observed in this country, in St. Bartholomew's Hospital, in 1828, by Dr. Tarral; that it was communicated by Tarral to Rayer, who described it as a general psoriasis; and that it was subsequently quoted by Devergie as an example of his new disease pityriasis rubra pilaris.
Dr. MAcLEOD regarded the case as one of pityriasis rubra pilaris, and considered that an important point of diagnostic value against generalised lichen planus was the presence of well-defined clear areas in the midst of tbe eruption.
The PRESIDENT (Dr. J. J. Pringle), in reply, said he thought his remarks scarcely warranted the construction put upon them by Dr. Adamson, as he had enumerated six reasons in support of his personal opinion that the case was a pityriasis rubra pilaris. An additional point in support of that view was the inconsiderable amount of itching complained of. He had brought the case forward as one "for diagnosis" only with a view to stimulating discussion; and he had been rewarded by eliciting the opinion in more than one quarter that the case was a lichen planus. In watching its evolution while in hospital he had observed that the primary eruption elements were both, and equally typically, "plane" and "acuminate." Nor in their involution had any of the "acuminate" lesions become "plane." On the other hand, no purplish, pigmented, conglomerate plaques, so characteristic of lichen planus, had formed. The case was, indeed, identical with those he remembered under Hebra and Kaposi in Vienna nearly forty years ago, which had given rise to immense confusion. It was only at the first International Congress held in Paris in 1889 that it was decided, to the satisfaction of a large majority of members, including himself, that many cases at least of the condition described by Hebra as lichen rul5er acuminatus were identical with the pityriasis rubra pilaris of Devergie, and were therefore clearly distinct on clinical and pathological grounls from other diseases included under the term "lichen ruber' by the Vienna school.
